A case is reported of a patient with periodic persistent hiccups and secondary generalised epilepsy lasting for a period of five years following a right temporal brain abscess. The recurring episodes of hiccups had a ten day rhythmicity and unlike epileptic convulsions were unresponsive to treatment.
Case Report A 44 year old white male had been in good health until he was involved in a serious traffic accident at the age of 20. He sustained multiple skull fractures, a severe contusion of the right cerebral hemisphere and lesions of the first eight cranial nerves on the right side. His recovery was complete, except for the cranial nerve damage.
At the age of 38 he suffered from pneumococcal meningo-encephalitis, possibly associated with the old basal skull fractures. A brain abscess developed in the right temporal lobe followed by a convulsive status epilepticus with focal motor seizures of the left arm and the left side of the face. These complications were treated with systemic antibiotic and anticonvulsant therapy. Phenobarbitone and phenytoin were started to suppress an ensuing secondary generalised epilepsy.
Recovery from this illness was incomplete and the patient was discharged from his job as medically unfit. His seizures were rare and mostly provoked by stress.
Six months later the patient was woken at night by rapid hiccups with a frequency of 30 per minute, which continued during his sleep. The bouts of hiccuping invariably lasted between 9-5 and 10-5 days and nights, alternating with 9-5-10-5 hiccup-free days and nights. Single precise and ryhthmic hiccup-sounds could be heard, accompanied by abrupt movements of the respiratory musculature. These were independent of respiratory cycle, respiratory rate and time of day. Fluoroscopy showed that the diaphragmatic movements were bilateral.
During the bouts of hiccups the patient had trouble falling asleep and awoke early. As a result of the hiccups he had a poor appetite leading to loss of weight. During hiccup-free intervals his appetite returned. The frequency of the hiccups decreased slightly towards the end of each episode.
Vomiting and gagging prolonged the interval between successive hiccups. The hiccups were not influenced by other methods of vagal stimulation, by irritation of the mouth and pharynx, interruption of respiratory rhythm, exercise, changes of body temperature and psychotherapeutic approach. Paroxysmal EEG discharges during bouts of hiccups may be undetectable on the scalp if it is due to a small focus in a buried cortical sulcus or in a deep limbic or subcortical regions. The failure however, of anticonvulsive medication to suppress hiccups while completely controlling seizures does not support an epileptic origin of hiccups. Bouts of hiccuping lasting several hours for about seven consecutive days followed by an interval of about a week in which none or very few hiccups were observed were described in a retarded epileptic male.7
To our knowledge, a ten day biorhythmicity in humans has not been previously reported. This biorhythm represents the hypothetical influence of higher neural centres on a hypothetical hiccup-reflex arc, whose central connections are located in the brainstem or upper cervical segments of the spinal cord.'27 Adults are less prone to hiccups and this suggests that this is due to increased inhibition by these higher centres upon the hiccup-reflex arc. Central nervous system causes of hiccups may release this inhibition. In our patients the pathological changes and atrophy of temporal and frontobasal structures following a right temporal brain abscess may therefore have released inhibitory efferents to the brainstem and upper cervical spinal cord.
This, however, does not explain the periodic loss of inhibition. Clarification of this theory would require the use of depth EEG, but this investigation must be restricted to the small number of patients who are candidates for neurosurgery.
Hiccups remains an intriguing problem presenting many unexplained clinical features, including ten day biorhythmicity.
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